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The standard U.S. Government Claim Form CMS 1500 requires the patient's signature and the insured party's signature
in order to be processed.

Note: The pafient and the insured party will be the same person. Even if the patient is not the ADSM, the ADFM is
considered the insured party.

Rather than the beneficiary having to sign the Claim Form every time a claim is submitted on his or her behalf, the
provider can indicate on the CMS 1500 Claim Form that they hold a ‘signature on file." An actual signature is then no
longer required,

The provider will need to collect the beneficiary's signature from the patient at the first appointment of each episode of
care and keep it an record. The provider can then complete the Claim Form by writing ‘Signature on File' or ‘SOF' in the
relevant field. We further recommend that the provider collect details of the patlent's sponsor details at the same time.
The provider will need these details when completing the CMS 1500 and UB-04 Claim Form.

Below is a sample 'Signature on File’ form, which providers can ask beneficiaries to read and sign,

Institutions that are submitting a UB-04 Claim Form are required to have a permanent hospital record containing a
release statement on behalf of the beneficiary, Institutions are encouraged to follow this procedure, to ensure compliance
with TRICARE Overseas Program (TOP) ‘Signature on File' requirements.

By signing this ‘Signature on File' authorization letter, the beneficiary is validating all future claims submitted on thelr
behalf. ‘Signature on Flle' is not the preferred method of beneficiary consent. Whenever possible, an actual beneficiary
signature (per claim) is the preferred method.

Dear Beneficiary,

By signing this statement, you are authorizing (healthcare provider's name) '
to complete any necessary insurance Claim Forms on your behalf. You are hereby also authorizing the release of any
medical or other information which may be needed in order to process said claims.

Your signature will be kept on file and shall be referred to when insurance Claim Forms are submitted for healthcare
services you have received.

I consent to International SOS transferring my personal data outside the country in which care is provided, to and from
my doctors in my country of origin, and to and from the doctors where | am currently being treated and to other territories
that may protect my personal data in a legal manner differing from my country of origin or country in which care has been
provided, including countries outside the European Economic Area (EEA).

Note: If the patient Is incapable of signing or under the age of 18, a parent or legal guardian must sign in the patient's
place. In such cases, the parent or legal guardian is consideraed the ‘authorized person.’

Name of Patient: I

Name of Legal Guardian or Parent (if applicable):
Signature: ] _
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Date: '

Patlent's Military Card ID number: '

Sponsor's Name (ADSM): '

Sponsor’s Military Card ID number: '
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